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Iron Deficiency — United States, 1999-2000 


Iron deficiency, the most common nutritional deficiency 
worldwide, has negative effects on work capacity and on motor 
and mental development in infants, children, and adolescents, 
and maternal iron deficiency anemia might cause low 
birthweight and preterm delivery (/—3). Although iron defi- 
ciency is more common in developing countries, a significant 
prevalence was observed in the United States during the early 
1990s among certain populations, such as toddlers and 
females of childbearing age (4). One of the national health 
objectives for 2010 is to reduce iron deficiency in these vul- 
nerable populations by 3—4 percentage points (objective no. 
19-12) (5). CDC has published recommendations to prevent 
iron deficiency in the United States (6). To characterize the 
iron status of persons in the United States, CDC calculated 
the prevalence of iron deficiency and iron deficiency anemia 
by applying a multiple-indicator model to data from the 1999- 
2000 National Health and Nutrition Examination Survey 
(NHANES 1999-2000). These values were compared with 
those observed in the third National Health and Nutrition 
Examination Survey (NHANES III [1988—1994]) using the 
same multiple-indicator model. This report summarizes the 
results of this analysis, which indicate that iron deficiency 
remains 2—5 percentage points above the 2010 national health 
objectives. To prevent iron deficiency, vulnerable populations 
should be encouraged to eat iron-rich foods and breast-feed 
or use iron-fortified formula for infants. 

Both NHANES surveys sampled the U.S. civilian, 
noninstitutionalized population and collected data through 
household interviews and physical examinations. In both sur- 
veys, blood was collected by venipuncture from all persons 
aged >1 year. Four biochemical measures of iron status were 
included in the analysis: hemoglobin, serum ferritin, trans- 
ferrin saturation, and free erythrocyte protoporphyrin. 
Hemoglobin was measured in mobile examination centers in 
both surveys as part of a complete blood count by using an 


automated electronic counter: Coulter S-Plus Jr in NHANES 
III] and Coulter MAXM in NHANES 1999-2000 (Coulter 
Electronics, Hialeah, Florida). In both surveys, the remain- 
ing three iron indicators were measured at CDC by using the 
same assay methods and comparable quality-control materi- 
als. Serum ferritin was measured with the Bio-Rad 
QuantI mune Ferritin IRMA” 


Hercules, California); transferrin saturation was calculated 


(Bio-Rad Laboratories, 


from serum iron and total iron-binding capacity, which were 
measured by a modification of the automated AAII-25 colo- 
rimetric method; and free erythrocyte protoporphyrin was 
measured by a modification of the Sassa method (7). Because 
abnormal values for these iron status indicators might be 
caused by inflammatory conditions rather than by poor iron 
status (8), a serum indicator of inflammation (C-reactive pro- 
tein) also was used. This indicator was measured on partici- 
pants aged >3 years by latex-enhanced nephelometry at the 
University of Washington (7). 

The definition of iron deficiency was an abnormal value 
for at least two of the following three indicators: serum 
ferritin, transferrin saturation, and free erythrocyte protopor- 
phyrin. Persons with iron deficiency and a low hemoglobin 
value were considered to have iron deficiency anemia (4). The 


same threshold values to define abnormality for the four iron 
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indicators were applied to both surveys. These thresholds were 
derived from NHANES III (4). 

[he estimated prevalence of iron deficiency was greatest 
among toddlers aged 1—2 years (7%) and adolescent and adult 


females aged 12 


19 years (9%-16%) (Table 1). The preva- 
lence of iron deficiency was approximately two times higher 
among non-Hispanic black and Mexican-American females 
(19%—22%) than among non-Hispanic white females (10%). 
Excluding persons aged >3 years with elevated C-reactive 
protein levels (>1 mg/dL) from the analysis did not change 
prevalence estimates. 

he prevalence of iron deficiency was similar in NHANES 
II] and NHANES 1999-2000 in most age and sex groups 
(Table 1). Exceptions included males aged 12-69 years and 
women aged 50-69 years; in these groups, the prevalence was 
substantially higher in NHANES 1999-2000 than in 
NHANES III as determined by a t-test (Table 1) 

he prevalence of iron deficiency anemia was examined for 
the populations in which iron deficiency was most common 
in NHANES 1999-2000 (Table 2). In these groups, the preva- 
lence was <5%, which is similar to that observed in NHANES 
III (Table 2). 
Reported 


by: 1¢ [ JOR {7} l ) l J11 of Health I Kanination Statistic ) 
National Center for Health Statistics; ME Cogswell, DrPH, Div of 


for Chronic Disease 


le , 17 | ] 1S¢ P , Dir oy 


i 


ter for Environmental Health, CD 


Editorial Note: Data from NHANES 1999-2000 indicate 


that iron deficiency anemia is uncommon in the United States, 
but iron deficiency remains above the 2010 objectives of 5%, 
1%, and 7% for toddlers, preschool children, and females 
aged 12-49 years, respectively (5). Among minority females 
aged 12-49 years, the prevalence of iron deficiency was 
approximately three times greater than the 2010 national 
health objectives. Multiple factors, including dietary 
intake, parity, and socioeconomic status (4,6), might explain 
the continued prevalence of iron deficiency in these groups. 
[hese factors were not included in this assessment of iron 
status. 

lhe findings in this report are subject to at least rwo limita- 
tions. First, because abnormal values for iron status indica- 
tors might reflect inflammation rather than poor iron status 
(8), confounding by inflammation might have affected 
results in some age groups. The confounding could not be 
addressed in toddlers because data on inflammation in this 
age group were not available. The confounding might have 
been only partially addressed in middle-aged and older adults 
because C-reactive protein is less sensitive for detecting chronic 


inflammatory conditions common in older persons than it is 
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TABLE 1. Prevalence of iron deficiency — United States, National Health 


and Nutrition Examination surveys, 1988-1994 and 1999-—2000* 
ited study power resulting from the smaller sample 
1988-1994 1999-2000 , . 


ize in NHANES 1999-2000. For example, power 
nant io. % {95% CI) a. % (95% Ch size in | HANES 1] 00. For exampl : powet 
calculations revealed that a sample size of approxi- 

Both sexes 


1-2 1.339 (6 ~-11) mately 1,300 would be needed in each survey to dem- 
3- 5 2,334 2 — 4) 
6-11 2,813 1 - 3) 
Males ag gpg eee ot 

12-15 691 ; 0.1- 2) statistically significant. Thus, additional years of 

16-69 6,635 0.6- 1) data will be needed to ascertain whether progress has 
>70 1,437 2 - 3) ; 

Females** 

12-49 5,982 
12-15 786 
16-19 700 
20-49 4,495 
White, non-Hispanic 1,827 
Black, non-Hispanic 2,021 
Mexican American 1,845 

50-69 2,034 
>7 1,630 

- All racial/ethnic groups except where noted cents (2). Continued monitoring of iron status of 
. Confidence interval the U.S. population is warranted because the preva- 
~ Unreliable; relative standard error (i.e., standard error/prevalence estimate) is >30% 

p<0.05 for comparison between surveys within age and sex category ; : . 

** Nonpregnant only exceeds the 2010 national health objectives. 


or females aged 12—49 years, possibly because of lim- 











onstrate that the difference in prevalence among 


females aged 16-19 years (11% versus 16%) was 


been made in achieving the 2010 national health 
(10 -12) (10-14) objectives for reducing iron deficiency in vulnerable 
(6 -12) ( 5-12) populations. 

(7 -14) (10-22) 


(10 -13) g (10-16) : , . . 
(7 -9) (7-13) ciency are associated with its most severe form, iron 


od 
= 


Many of the adverse consequences of iron defi- 


~~ 
o-=_ © 


(13-17) (14-24) deficiency anemia (/,3). However, iron deficiency 
(17 -21) / (17-27) 
(4 —7) ( 5-12) 2 , : 
(5 -8) (4-9) on cognitive development in children and adoles- 


~~ ~ 
NAO 


“ 


without anemia has been linked to negative impacts 





lence of iron deficiency in vulnerable populations 
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Usual Sources of Cigarettes for 
Middle and High School Students — 
Texas, 1998-1999 


Persons often begin smoking when they are minors (aged 
18 vears | and easy access to cigarettes might contrib- 
ute to this behavior (3). Laws and regulations were in place in 
lexas during 1998-1999 to reduce minors access to ciga- 
rettes by 1) prohibiting the sale and distribution of tobacco 
products to minors; 2 


selling cigarettes to minors; 3) prohibiting minors from pur- 


imposing fines against retailers caught 


chasing, possessing, or using tobacco products; 4) limiting 
vending machines to adult-only locations; and 5) requiring 
tobacco retailers to ask for proof of identification from any- 
one attempting to purchase tobacco who appeared to be aged 

years (4). lo measure progress in reducing access to ciga- 


rettes among middle and high school students in Texas, CD 
! 


anal\ zed self reported data from the 1998 and 1999 [Texas 


Youth Tobacco Survey (TYTS). This report summarizes the 


results of that survey, which indicate that during 1998-1999, 
reported iccess tO Cigarettes from stores and vending machines 


commercial sources) decreased among middle school students 


trom 13.2 a >.5 


and from 7.6% to 1. respectively, 


Dut access from noncommercial and other sources (e.g., steal- 
\ 
ing cigarettes ind getting them some otner way increased 


> 


trom 8.3% to 12.3% and trom 16.6% to 23.3% 


), respectiy ely. 
Among high school students, most sources did not change. 
Educating retailers and actively enforcing laws governing youth 
access to tobacco as part of a comprehensive tobacco-control 
approach are required to reduce youth access to cigarettes. 
lhe Texas Department of Health conducted the statewide 
YTS in spring 1998 and spring 1999. TYTS uses a two 
stage cluster sample design to produce representative samples 
; 


public middle and high school students in Texas. The first- 


stage sampling included all public schools containing any 
19 


grades 6 he probability ofa school being selected 


depended on its enrollment size. A total of 214 schools were 


sampled in 1998 and 276 in 1999. At the second stage of 


sampling, second-period classes were selected randomly, and 


all students in these classes were eligible to participate. The 
overall response rate” was 71.2% in 1998 and 61.0% in 1999. 
School participation rates decreased from a combined (middle 
and high school) response rate of 84.6% in 1998 to 73% for 
middle schools and 69.1% for high schools in 1999. 


Students completed an anonymous, self-administered 





questionnaire that included questions on demographics, 
cigarette-smoking status, and sources of tobacco products. 
Students who reported having smoked during the 30 days 
preceding the survey were asked, “During the past 30 days, 
how did you usually get your own cigarettes?” Data were 
weighted to provide estimates that could be generalized to all 
public school students in grades 6—12 in the state. SUDAAN 
7 was used to calculate standard errors for determining 95% 
confidence intervals (Cls). 

During 1998-1999, the percentage of middle school stu- 
dents who smoked during the preceding 30 days and who 
reported buying cigarettes from a store decreased from 13.2% 
(95% Cl=+1.0) to 5.3% (95% Cl=+1.0), and the percentage 
of those who reported buying from vending machines 
decreased from 7.6% (95% Cl=+1.0) to 1.7% (95% Cl=+0.4) 
(Table). A significant increase was reported among those who 
reported stealing cigarettes (8.3% [95% Cl=+0.9] in 1998 


and 12.3% [95% Cl=+1.9] in 1999) or getting them in “some 
other way’ (16.6% [95% Cl=+1.2] in 1998 versus 23.3% 
95% Cl=+2.4] in 1999). Among high school students, no 
significant change was observed during 1998-1999 in the 
percentage who bought cigarettes from a store (33.0% [95% 
Cl=+1.7] in 1998 and 31.1% [95% Cl=+1.6] in 1999). A 
small but statistically significant decrease was observed in the 


percentage who reported buying cigarettes from vending 


TABLE. Sources of cigarettes for public middie and high 
school students who smoked during the 30 days preceding the 
survey, by category and year — Texas Youth Tobacco Survey, 
1998 and 1999 





Middle school 
students 

Category % (95% Cl*) % 
Bought in a store 

1998 (+1.0) 33.0 

1999 : (+1.0) ot. 
Bought in a vending machine 

1998 5 (+1.0) 

1999 
Someone else bought for them 

1998 

1999 
Borrowed from someone else 

1998 

1999 
Stole them 

1998 

1999 
Older person gave it to them 

1998 

1999 
Got them some other way 

1998 

1999 


High school 
students 
(95% Cl) 











*Confidence interval 
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machines (1.8% [95% Cl=+0.4] versus 1.0% [95% Cl=+0.3}) 
in 1999. A small but statistically significant increase also was 
observed in the percentage who reported that “an older per- 
son’ gave them cigarettes (8.0% [95% Cl=+0.8] in 1998 and 
10.5% [95% Cl=+1.3] in 1999). 

Reported by: ? Huang, MD, C Alo, MD, D Satterwhite, Texas Dept 
of Health. R Caraballo, PhD, L Pederson, PhD, Office on Smoking and 
Health, National Center for Chronic Disease Prevention and Health 
Promotion; Jc Zevallos, MD, EIS Officer, CDC. 

Editorial Note: The findings in this report document a 
decrease in access to cigarettes from stores for middle school 
students in Texas and a decrease in access to cigarettes from 
vending machines for both middle and high school students. 
However, the percentages of middle school students who 
reported stealing cigarettes or getting them “in some other 
way increased. The percentage of high school students who 
reported getting cigarettes from an older person also increased. 
hese findings suggest an increase in the use of alternative 
sources for acquiring cigarettes (e.g., stealing or getting them 
from other adolescents, parents, and older friends) (5). 

The findings in this report are subject to at least three limi- 
tations. First, these data apply only to youth who attend pub- 
lic schools in Texas and might not be representative of all 
persons in this age group. The average dropout rate for Texas 
middle and high school students during school years 1997- 
98 and 1998-99 was 16%, and approximately 10% of middle 
and high school students are enrolled in private schools 
(6-8). Second, the decline in school participation rates could 
have affected the validity of the 1998-1999 comparisons if 
the nonrespondents in 1999 differed from the respondents. 
However, given the size of some of the changes in access pat- 
terns, it Is unlikely that the decrease in response rates would 
account for all of the changes observed. Finally, a substantial 
proportion of middle school students responded that they 
obtained tobacco products “in some other way.” Future 
surveys should include an open-ended category to learn how 
students obtained tobacco products. 

Studies designed to determine if reducing illegal cigarette 
sales to minors can reduce youth smoking prevalence suggest 
that substantial decreases (to as low as 3%) in illegal sales will 
be needed to decrease youth smoking prevalence (9). In Texas, 
the illegal sale rate to minors decreased from 24.0% in 1998 
to 13.0% in 1999; a reduction in cigarette smoking preva- 
lence for those years among middle school students (20.0% 


to 14.8%) also was observed, but not among high school 


students (33.0% and 32.7%, respectively ). However, it is 
impossible to know if the reduction in smoking prevalence 
among middle school students is linked directly to reduc 
tions in self-reported access to cigarettes in stores or from 
vending machines. 

Io reduce youth access to cigarettes, stricter policies pro 
hibiting the sale of tobacco to minors are needed, and retailer 
and community education should be intensified. In addition, 


a comprehensive approach to prevent both minors and adults 


from using tobacco should include 1) local community pro- 


grams, 2) evidence-based school programs, 3) tobacco counter 
marketing, 4) tobacco-use cessation programs, and 5) 
surveillance and evaluation systems to monitor progress in 
reducing the use of tobacco (10). 
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Public Health Dispatch 


Vancomycin-Resistant Staphylococcus 
aureus — Pennsylvania, 2002 


ococcus aureus is one of the most common causes of 
ind community-acquired infections (/,2). Since the 
ition of vancomycin-resistant enterococci in 1988, the 
vancomycin-resistant S. aureus (VRSA) (mini 
oncentration |MI¢ 


The transter of the genetic element con 


32 we/mL [3}) has 

incomycin resistance gene from Enteroco. 

(réus Was demonstrated in the laboratory in 

linical infection with \ RS \ was reported 

luly 2002 (5). This report describes the second documented 
clinical isolate of VRSA from a patient 

On September 20, the patient was admitted toa hospital in 

yivania and evaluated for a chronic foot ulcer and pos 

veliais. A culture of the ulcer grew ‘. aureu Chis 

yr antimicrobial susceptubility by disk dif 


| 


brain heart infusion 


vancomycin also was inoculated 

cin screen plate and a 12 mm zone of 

tion around the vancomycin disk suggested that the iso 
1 susceptibility to vancomycin. Further test 

Was resistant to 


; . 
Following notification of the 


it was confirmed to be VRSA 
mL by broth microdilution test 
ined both the m 
incomycin resistance respectively 
to chloramphenicol, linezolid 
quinupristin-dalfopristin, rifampin, and 
} 


Sulfametho 


the hospital anc 


1 is 
patient is recet\ 

are assisting health 

case of \ RS \. Che goals of 

e assessment of infection-control prac 

g and the possibility of 

the organism to other patients, health-care 

ind family or social contacts. Previous investiga 

tions of VRSA and vanc ycin-intermediate S. aureus in the 
home setting demonstrated no transmission among family o1 
home health-care contact ,0 


1 in this VRSA suggests that the resis 


tance determi! was acquired from a vancomycin-resistant 


enterococcus. Development of this VRSA appears to be 
unrelated to the previous VRSA identified in Michigan (5). 
However, because both were probably the result of conjuga- 
tion events, additional VRSA infections are likely to occur. 
lherefore, clinical microbiology laboratories must ensure that 
they are using susceptibility testing methods that will detect 
VRSA and that they are saving potential VRSA for confirma- 
tory testing. In addition, more systematic surveillance for 
VRSA will enhance the ability of the public health system 
and the health-care system to rapidly address this resistant 
pathogen. 

Che public health response to this VRSA occurrence is 
ongoing. Using proper infection-control practices and good 
antimicrobial agent management will help limit the emer- 
gence and spread of antimicrobial-resistant microorganisms, 
including VRSA. CDC recommends contact precautions 
when caring for patients with these infections, including plac- 
ing the patient in a private room, wearing gloves and a gown 
during patient contact, washing hands after contact with the 
patient and infectious body tissues or fluids, and not sharing 
patient-care items with other patients. CDC guidelines 
for preventing spread of VRSA are available at 
http://www.cdc.gov/ncidod/hip/10_20.pdf. 

Che isolation of S. aureus with confirmed or “presumptive 
vancomycin resistance should be saved and reported through 
state and local health departments to CDC’s Division 
of Healthcare Quality Promotion, National Center for 
Infectious Diseases, telephone 800-893-0485. 

Reported by: D Mille) Urdaneta, MD, A Weltman, MD 


hr J , j , , J j 7 , 
Vept of Healt e of the Director, Div of Healthcare 


€Nl) } 


Quality Promotior National enter for Infectious Disease § Park 


LAISEU a“ 


EIS Officer, CD 
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West Nile Virus Activity — 
United States, 
October 3-9, 2002 


Chis report summarizes West Nile virus (WNYV) surveil 
lance data reported to CDC through ArboNET and by states 
and other jurisdictions as of 8 a.m. Mountain Daylight Time, 
October 9, 2002. 

During the reporting period of October 3-9, a total of 266 
laboratory-positive human cases of WNV-associated illness 
were reported from Michigan (n=58), Illinois (n=55), Ohio 
(n=25), Pennsylvania (n=11), Alabama (n=nine), New York 
(n=nine), South Dakota (n=nine), Tennessee (n=nine), Texas 
(n=nine), Wisconsin (n=nine), lowa (n=eight), Massachusetts 

seven), Missouri (n=seven), Louisiana (n=six), Minnesota 

five), Mississippi (n five), Connecticut (n=four), Kentucky 

four), Maryland (n=four), Virginia (n=four), Colorado 
(n=two), Florida (n=two), West Virginia (n=two), New 
Jersey (n=one), North Carolina (n=one), and Rhode Island 
(n=one). During this period, West Virginia and Rhode Island 
reported their first human WNYV cases ever. Also during this 
time period, WNV infections were reported in 438 dead crows 
and 298 other dead birds. A total of 915 veterinary cases (all 
equine) were reported. During the same period, 136 WN\ 
positive MOSqUITO pools were reported. 

During 2002, a total of 2,796 human cases with laboratory 
evidence of recent WNV infection have been reported from 
Illinois (n=654), Michigan (n=401), Ohio (n=313), Louisi- 
ana (n=293), Mississippi (n=168), Indiana (n=157), Missouri 
(n=138), Texas (n=101), Nebraska (n=80), New York (n=60), 
Kentucky (n=44), Tennessee (n=40), Alabama (n=39), Penn- 
sylvania (n=37), lowa (n=33), South Dakota (n=33), Minne- 
sota (n=31), Wisconsin (n=28), Virginia (n=20), Georgia 
(n=19), Massachusetts (n=17), North Dakota (n=15), Mary- 
Florida 


New Jersey (n=seven), the District of Columbia 


land (n=14), Arkansas (n=11), Connecticut (n=11 
(n=10), 
(n=six), Colorado (n=five), Oklahoma (n=four), North Caro- 
lina (n=two), West Virginia (n=two), California (n=one), 
Rhode Island (n=one), and South Carolina (n=one) (Figure). 
Among the 2,496 patients for whom data were available, the 
median age was 56 years (range: | month—99 years); 1,348 


(54%) were male, and the dates of illness onset ranged from 


June 10 to September 26. A total of 138 human deaths have 


been reported. The median age of decedents was 79 years 


(range: 27-99 years); 82 (59%) deaths were among men. In 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 





i * / ~ 
}—4(168)) (39) \ (19) y 
/ ——_ 
(293) as 











* As of 8 a.m. Mountain Daylight Time, October 9, 2002 
California has reported human WNV activity only 


addition, 6,071 dead crows and 4,514 other dead birds with 
WNYV infection were reported from 43 states and the 
District of Columbia; 5,292 WNYV infections in mammals 
(5,284 equines, three canines, and five other species) have 
been reported from 35 states (Alabama, Arkansas, Colorado, 
Delaware, Florida, Georgia, Illinois, Indiana, lowa, Kansas, 
Maryland, 
Minnesota, Mississippi, Missouri, Montana, Nebraska, New 
Jersey, New Mexico, New York, North Carolina, North 
Dakota, Ohio, Oklahoma, Pennsylvania, South Carolina, 


Kentucky, Louisiana, Massachusetts, 


South Dakota, Tennessee, Texas, Vermont, Virginia, Wiscon- 
sin, and Wyoming). During 2002, WNV seroconversions have 
been reported in 342 sentinel chicken flocks from Florida, 
lowa, Nebraska, Pennsylvania, and New York City; 4,010 
WNV-positive mosquito pools have been reported from 26 
states (Alabama, Arkansas, Connecticut, Delaware, Georgia, 
Illinois, Indiana, lowa, Kentucky, Maryland, Massachusetts, 
Mississippi, Missouri, Nebraska, New Hampshire, New 
Jersey, New York, North Carolina, Ohio, Pennsylvania, Rhode 
Island, South Carolina, South Dakota, Texas, Vermont, and 
Virginia), New York City, and the District of Columbia. 


Additional information about WNV activity is available 


from ( DC at http://www.cdc.gov/ncidod/dvbid/westnile: 
index.htm and hetp://www.cindi.usgs.gov/hazard/event 


west_nile/west_nile.html. 
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Notice to Readers 


Recommended Adult Immunization 
Schedule — United States, 2002-2003 


Although the childhood immunization program in the 
United States has reduced the burden of vaccine-preventable 
disease substantially among children, substantial vaccine- 
preventable morbidity and mortality from diseases such as 
hepatitis A, hepatitis B, influenza, and pneumococcal infec- 
tions continue to occur among adults. In February 2002, the 
Advisory Committee on Immunization Practices (ACIP) 
upproved for the first time a schedule for the routine vaccina- 
tion of persons aged >19 years. The Adult Immunization 
Schedule has been accepted by the American Academy of Fam- 
ily Physicians (AAFP) and the American College of Obstetri- 
cians and Gynecologists (ACOG). ACIP will review and 
approve annually both the recommended adult and childhood 
immunization schedules logether, these schedules provide a 


comprehensive summary of recommendations for prevention 


of vaccine-preventable diseases during the life span of 


persons in the United States. 
Che Adult Immunization Schedule is based on published 
recommendations of ACIP (/), AAFP (2), ACOG (3), and 


the American College of Physicians—American Society of 


Internal Medicine (ACP-ASIM) with the Infectious Diseases 
Society of America (4) and was developed by members of 
these organizations and CDC. The schedule presents a tabu- 
lar, color-coded summary of vaccine indications by age group 
Figure 1) and medical condition (Figure 2). Footnotes 
included in Figure 1 are summaries of the ACIP recommen- 


dations for specific vaccines since 1991. Figure 2 includes 


special considerations or contraindications for vaccinating 
persons with specific medical conditions. Licensed combina- 
tion vaccines can be used whenever any components of the 
combination are indicated and the vaccine’s other compo- 
nents are not contraindicated. Providers should consult manu- 
tacturers package inserts for detailed recommendations. CDC 
and ACIP will update the schedule annually through collabo- 
ration with members of AAFP, ACOG, and 
ACP-ASIM. 

Providers should report all postvaccination reactions to the 
Vaccine Adverse Event Reporting System (VAERS), telephone 


800-822-7967. Reporting forms and instructions on filing a 


VAERS report are available at http: WWwW.vaers.org. 


Tetanus-diphtheria (Td); hepatitis B; measles, mumps, and 
rubella (MMR); and varicella vaccines are covered by the Vac- 
cine Injury Compensation Program (VICP). Health-care pro- 
viders are required to give adult patients copies of the Vaccine 
Information Statements developed by CDC before adminis- 
tering each dose of the vaccines covered by VICP. Informa- 
tion on how to file a claim with VICP is available at 
800-338-2382. 

The schedule provides an up-to-date tool for family physi- 
cians, gynecologists, internists, and other health-care provid- 
ers to assess the vaccine needs of patients during office visits 
and to administer the appropriate vaccines. Providers can use 
the schedule to promote the use of standing orders, patient- 
reminder/recall systems, provider-reminder systems, and other 
strategies that reduce missed opportunities to vaccinate their 
patients. The notes accompanying the age-based table and 
the footnotes for highlighting issues unique to chronic 
disease groups provide information for providers who might 
be unfamiliar with the dosage or contraindications of a 
particular vaccine. 

Because adult vaccination requires the participation of 
health-care providers in three medical specialties (internal 
medicine, family practice, and obstetrics and gynecology) that 
do not include vaccinations in clinical training, tools such as 
the adult immunization schedule could play an important 
role in educating health-care providers who want to vaccinate 
their adult patients. 

A printable, annotated, color version of the schedule will 
be available at http://www.cdc.gov/nip. Additional informa- 
tion on adult immunization and ordering instructions for 
Increasing Adult Vaccination Rates: What Works, a CD-ROM-— 
based continuing education program offering primary-care 
providers strategies for increasing vaccination rates among 
their adult patients, also will be available at this website. 
References 
1. CDC. Update on adult immunization: recommendations of the Immu- 

nization Practices Advisory Committee (ACIP). MMWR 1991;40(No. 

RR-12 

. American Academy of Family Physicians. Age charts for periodic health 
examinations. Available at http://www.aafp.org/exam/table2.html and 
http://www.aafp.org/exam/table4.hrml. 

American College of Obstetricians and Gynecologists. Immunization 

during pregnancy. ACOG Technical bulletin 160, October 1991. Wash- 

ington, DC: American College of Obstetricians and Gynecologists, 1991 


4. American College of Physicians. Guide for adult immunization. 3rd ed. 
Philadelphia, Pennsylvania: American College of Physicians, 1994. 
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FIGURE 1. Recommended adult immunization schedule — United States, 2002-2003 


Vaccine 


Tetanus, 
diphtheria (Td)* 


Influenza 


Pneumococcal 
(polysaccharide) 


Hepatitis B* 


Hepatitis A 


Measles, mumps, 


rubella (MMR)* 


Varicella* 


Meningococcal 
(polysaccharide) 


[] For all persons in this age group 


Age group (yrs) 
19-49 50-64 
1 dose booster every 10 years’ 


1 dose annually for persons with 
medical or occupational indications 
or household contacts of persons 
with indications 


1 annual dose 


1 dose for persons with medical or other indications (1 dose 1 dose for unvaccinated persons 


, . aa ** 
revacinnation for conditions ? 1 dose revaccination** 


3 doses (0, 1-2, 46 months) for persons with medical, behavioral, occupational, or other indications” 


2 doses (0, 6-12 months) for persons with medical, behavioral, occupational, or other indications®® 


1 dose for persons with medical or other indications™ 


For persons with medical/exposure 


me Catch-up on childhood vaccinations 
indications 
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Covered by the Vaccine Injury Compensation Program 
A primary series for adults is 3 doses: the first 2 doses administered 
-4 weeks apart and the third dose administered 6-12 months after 
the second dose. Administer 1 dose if the person had received the 
primary series and the last vaccination was >10 years ago. The 
American College of Physicians Task Force on Adult Immunization 
supports a second option: a single Td booster at age 50 years for 
persons who have completed the full pediatric series, including the 

teenage/young-adult booster (7) 
Medical indications: chronic disorders of the cardiovascular or 
pulmonary systems including asthma; chronic metabolic diseases 
ncluding diabetes mellitus, renal dysfunction, hemoglobinopathies 
mmunosuppression (including immunosuppression caused by 
medications or by human immunodeficiency virus [HIV]), requiring 
regular medical followup or hospitalization during the preceding year 
yy women who will be in the second or third trimester of pregnancy 
juring the influenza season. Occupational indications: health-care 
workers. Other indications: residents of nursing homes and other long- 
facilities; persons likely to transmit influenza to persons at 
(in-home caregivers to persons with medical indications 
i contacts and out-of-home caregivers of children aged <23 
r children with asthma or other indicator conditions for 
vaccination, and household members and caregivers of 
elderly persons and adults with high-risk conditions); and anyone who 
to be vaccinated (2) 

ndications: chronic disorders of the pulmonary system 
} asthma), cardiovascular diseases, diabetes mellitus, chronic 
ver disease as a result of alcohol abuse (e.g 
ailure or nephrotic syndrome, functional or 
ckle cell disease or splenectomy) 
ons (€.g., congenital immunodeficiency, HIV 
a, lymphoma, multiple myeloma, Hodgkin's disease 
gnancy, and organ or bone marrow transplantation) 
with alkylating agents, antimetabolites, or long-term 
osteroids. Geographic/other indications: Americar 
Alaska Native. Other indicz ns: residents of nursing homes 


ong-term—care fac 


vith pneumoc: polysaccharide vaccine: one-time 
persons with chronic renal failure or 
aspienia (€.g., Sickie Cell 

conditions (e.g 

eukemia, lymphoma 
la, Hodgkins disease, generalized malignancy, and 
arrow transplantation), chemotherapy witn alkylating 
r long-term systemic corticosteroids. For 

2-time revaccination if they were vaccinated 

<65 years at the time of primary 

Jialysis patients and patients who receive 

centrates. Occupational indications: health-care 
safety workers who are exposed to blood in the 

n training in schools of medicine, dentistry, nursing 
ther allied health professions. Behavioral 

users, persons with more than one sex 

receding 6 months, persons with a recently acquired 
jisease (STD), all clients in STD clinics, and men 

men (MSM). Other indications: household contacts 
2rsons with chronic hepatitis B virus (HBV) 

aff of institutions for the developmentally 

onal travelers who will be located for >6 months ir 
yr intermediate prevalence of chronic HBV infectior 


if 4 


acilities (4 


For the combined hepatitis A-hepatitis B vaccine, use 3 doses at 0, 1 
and 6 months. Medical indications: persons with clotting-factor disorders 
or chronic liver disease. Behavioral indications: MSM and users of 
injection-drug and noninjecting illegal drugs. Occupational indications 
persons working with hepatitis A virus (HAV)—infected primates or with 
HAV in a research laboratory setting. Other indications: persons 
traveling to or working in countries that have high or intermediate 
endemicity of hepatitis A (5) 
Measles component. Adults born before 1957 might be considered to 
be immune to measles. Administer 2 doses of MMR for adults with at 
least one of the following conditions and without vaccination history 
¢ adults born after 1956 
* persons vaccinated with killed-measles—virus vaccine during 

1963-1969 

students in postsecondary education institutions 

health-care workers 

susceptible international travelers to countries in which measles is 

endemic 
Mumps component. 1 dose of MMR should be adequate for protection 
Rubella component. Administer 1 dose of MMR to women whose rubella 
vaccination history is unreliable and counsel women to avoid becoming 
pregnant for 4 weeks after vaccination. For women of childbearing 
age, regardless of birth year, determine rubella immunity and counsel 
women routinely regarding congenital rubella syndrome. Do not 
vaccinate pregnant women or those planning to become pregnant 
during the next 4 weeks. If pregnant and susceptible, vaccinate as 
early in postpartum period as possible (6) 
Recommended for all persons who do not have reliable clinical history 
of varicella infection or serologic evidence of varicella zoster virus 
(VZV) infection; health-care workers and family contacts of 
immunocompromised persons; those who live or work in environments 
n which transmission is likely (e.g., teachers of young children, day 
care employees, and residents and staff members in institutional 
settings); persons who live or work in environments in which VZV 
transmission can occur (e.g., college students, inmates and staff 
members of correctional institutions, and military personnel) 
adolescents and adults living in households with children; women who 
are not pregnant but who might become pregnant in the future; and 
international travelers who are not immune to infection. Do not vaccinate 
pregnant women or those planning to become pregnant during the 
next 4 weeks. If pregnant and susceptible, vaccinate as early in 
postpartum period as possible (7,8) 
Meningococcal vaccine (quadrivalent polysaccharide for serogroups 
A, C, Y, and W-135). Medical indications: consider vaccination for adults 
with terminal complement-component deficiencies or with anatomic 
or functional asplenia. Other indications: travelers to countries in which 
disease is hyperendemic or epidemic (e.g., the “meningitis belt” of 
sub-Saharan Africa and Mecca [Saudi Arabia] during Hajj) 
Revaccination at 3-5 years might be indicated for persons at high risk 
for infection (e€.g., persons residing in areas in which disease is 
epidemic). Counsel college freshmen, especially those who live in 
dormitories, about meningococcal disease and the vaccine so that 
they can make an educated decision about receiving the vaccination 
(9). AAFP recommends that colleges should take the lead in providing 
education about meningococcal infection and vaccination and offer it 
to those who are interested. Health-care providers need not initiate 
discussion of the meningococcal quadravalent polysaccharide vaccine 
as part of routine medical care 
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FIGURE 2. Recommended immunizations for adults with medical conditions — United States, 2002-2003 





Vaccine 





Pneumo- Measles, 
Tetanus- coccal mumps, 

diphtheria (poly- Hepatitis Hepatitis rubella 

Medical condition (Td)* Influenza | saccharide) B* A (MMR)* Varicella* 








Pregnancy A 





Diabetes, heart disease, 
chronic pulmonary disease, 
and chronic liver disease, 
including chronic alcoholism 








Congenital immunodeficiency, 
leukemia, lymphoma, 
generalized malignancy, 
therapy with alkylating 
agents, antimetabolites, 
radiation, or large amounts 

of corticosteroids 








Renal failure/end stage 
renal disease and recipients 
of hemodialysis or clotting 
factor concentrates 








Asplenia including elective 
sphlienectomy and terminal 
complement-component 
deficiencies 











Human immunodeficiency EJ 
virus (HIV) infection 



































= For all persons in this age group C] For persons with medical/exposure peed Catch-up on childhood vaccinations RN Contraindicated 
indications 


Covered by the Vaccine Injury Compensation Program 

If pregnancy is at second or third trimester during influenza season 

Although chronic liver disease and alcoholism are not indicator conditions for influenza vaccination, administer 1 dose annually if the patient is aged >50 
years, has other indications for influenza vaccine, or if patient requests vaccination 

Asthma is an indicator condition for influenza but not for pneumococcal vaccination 

For all persons with chronic liver disease 

Revaccinate once if >5 years have elapsed since initial vaccination 

Persons with impaired humoral but not cellular immunity might be vaccinated (8) 

Hemodialysis patients: Use special formulation of vaccine (40 g/mL) or two 1.0 mL 20 yg doses administered at one site. Vaccinate early in the course 
of renal disease. Assess antibody titers to hepatitis B surface antigen (anti-HBs) levels annually. Administer additional doses if anti-HBs levels decline 
to <10 milliinternational units (mIU)/mL 

Also administer meningococcal vaccine 

Elective splenectomy: Vaccinate >2 weeks before surgery 

Vaccinate as close to diagnosis as possible when CD4 cell counts are highest 

Withhold MMR or other measles-containing vaccines from HIV-infected persons with evidence of severe immunosuppression (10) 
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Notice to Readers 


National Lead Poisoning Prevention Week 


October 20-26, 2002, is National Lead Poisoning Preven 
tion Week. Childhood lead poisoning is the most prevent- 
ible environmental disease in young children, but 
ipproximately | million children still have elevated blood lead 
levels. One of the national health objectives for 2010 is to 
eliminate childhood lead poisoning in the United States 
objective 8-11 he aim of National Lead Poisoning Pre 
vention Week is 1) to raise awareness about the importance 
of screening at-risk children aged 1-2 years and those aged 
3—6 years who have not been previously screened and 2) to 
urge persons to take precautions to eliminate children’s 
exposure to lead 

Chis year's theme is “Discover the Rewards of Lead-Safe 
Living.” As part of National Lead Poisoning Prevention Week, 
events such as state proclamations, free lead screenings, lead- 
awareness Community events, and educational campaigns will 
be conducted nationwide. CDC, the U.S. Environmental 
Protection Agency, and the U.S. Department of Housing and 
Urban Development are collaborating to coordinate activi- 


ties and offer aid to local lead poisoning prevention campaigns. 


Information about National Lead Poisoning Prevention 
Week activities is available through state or local health 
departments. Additional information about preventing child- 
hood lead poisoning is available at http://cdc.gov/nceh/lead 


? 


or by telephone, 800-424-5323. 


Reference 

1. U.S. Department of Health and Human Services. Healthy people 2010, 
2nd ed. With understanding and improving health and objectives for 
improving health (2 vols). Washington, DC: U.S. Department of Health 


and Human Services, 2000 


Notice to Readers 





First World Report on Violence and Health 


On October 3, 2002, the World Health Organization 
announced the release of the World Report on Violence and 
Health (WRVH) (/). The report is the first comprehensive 
review of the problem of violence on a global scale. The goals 
of the report are to highlight the crucial role that public health 
has to play in addressing the causes and consequences of vio- 
lence, to make the case that violence is preventable, and to 
raise awareness about the problem of violence globally. The 
report is available at http://www5.who.int/violence_injury_ 
prey ention. 

Each year, approximately 1.6 million persons die as a result 
of violence, and many more are injured and suffer from a 
range of physical, sexual, reproductive, and mental health 
problems. Violence is among the leading causes of death for 
persons aged 15—44 years worldwide, accounting for 14% of 
deaths among males and 7% of deaths among females (/). In 
the United States, violent deaths (i.e., homicide and suicide 
combined) are the second leading cause of death among 
persons in the same age group (2) 

Che report indicates that a science-based public health 
approach focused on prevention can contribute to reducing 
violence. The report encourages governments to develop and 
implement a national plan of action for violence prevention, 
to enhance data collection and research capacity, to promote 
primary prev ention responses, and to strengthen emergency 
response systems and services for victims of violence. The 
report also calls for the integration of violence prevention into 
social and educational policies and highlights the need for 
mechanisms to facilitate collaboration and exchange of infor- 
mation on violence and its prevention among international 
agencies, governments, ministries of health, researchers, and 
civil society. 

WRVH examines a broad spectrum of violence including 


child abuse and neglect, elder abuse, intimate partner 


(Continued on page 919) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending October 5, 2002, with 
historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 

Hepatitis A, Acute 448 

Hepatitis B, Acute 356 

Hepatitis C; Non-A, Non-B, Acute 91 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





0.5 1 
Ratio (Log Scaley 


ESS Beyond Historical Limits 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending October 5, 2002 (40th Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax 2 3 Encephalitis West Nile’ 782 46 
Botulism foodborne 11 33 Hansen disease (leprosy)' 58 50 
infant 43 75 Hantavirus pulmonary syndrome’ 11 7 
other (wound & unspecified) 18 13 Hemolytic uremic syndrome, postdiarrheal’' 154 
Brucellosis' 61 HIV infection, pediatric’® 137 
Chancroid 57 28 Plague - 
Cholera 4 4 Poliomyelitis, paralytic - . 
Cyclosporiasis' 160 Psittacosis' 17 11 
Diphtheria 1 Q fever" 32 21 
Ehrlichiosis: human granulocytic (HGE)' Rabies, human 2 1 
human monocytic (HME)* Streptococcal toxic-shock syndrome’ 63 60 
other and unspecified Tetanus 18 26 
Encephalitis: California serogroup viral" Toxic-shock syndrome 87 93 
eastern equine’ Trichinosis 12 18 
Powassan' - - Tularemia’ 51 111 
St. Louis* - Yellow fever 1 - 
western equine’ 
-:No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states. 


“ Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update September 29, 2002. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Escherichia coli, Enterohemorrhagic 








Shiga Toxin Positive, 
Chiamydia' Cryptosporidiosis 0157:H7 Serogroup non-0157 
Cum. . Cum. Cum Cum. Cum. Cum. Cum. 
2001 2002 





Reporting Area 2002 2002 

















2001 


109 





1 2002 


IAS an 


STATES 31,555 30,611 580,653 2.65 


34 





Not notifiable J: Unavailable No reported cases C.N.M.I.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year to-date 

Chiamydia refers to genital infections caused by C. trachomatis 

Updated monthly from rer rs to the Division of HIV/AIDS Prevention 


aeot ep Bo Surveillance and Epidemiology, National Center for HIV. STD. and TB Prevention. Last update 
eptember 29, 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Haemophilus influenzae, 


Escherichia coli Invasive 
ee. 


Enterohemorrhagic 








Age <5 Years 





Shiga Toxin Positive, 


Reporting Area 





Not Serogrou 
Cum. Cum. Cum. 
2002 2001 2002 


Giardiasis 


Gonorrhea 


All Ages, 
All Serotypes 


Serotype 
B 











Cum. Cum. 
2002 2001 








Cum. Cum. 
2002 2001 





Cum. 
2002 








UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W.Va 

N.C 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V.I 

Amer. Samoa 
C.N.M.1 


29 


U 


11 12,471 


1 1,282 
° 163 
32 

102 

644 

124 

217 


2,681 
919 
1,019 
244 
499 
2,276 


707 


528 
654 
387 
1,545 
620 
243 
364 
11 
58 
122 
127 
2,213 
41 
97 

31 


U 
U 


245,209 272,471 


5,696 5,211 
107 106 
100 142 

80 51 

2,533 2,427 
678 634 

2,198 1,851 


30,683 31,406 
6,623 6,221 
9,128 9,645 
5,465 5,484 
9,467 10,056 


47,628 57,242 
12,572 15,736 
5,284 5,191 
14,171 18,264 
11,188 13,429 
4,413 4,622 


12,783 12,825 
2,218 2,000 
944 998 
6,631 6,631 
42 37 
197 221 
711 904 
2,040 2,034 


62,811 71,035 
1,217 1,283 
6,618 6,926 
2,126 2,230 
7,034 8,217 

737 512 
12,407 13,385 
5,418 8,621 
12,070 13,547 
15,184 16,314 


21,004 24,608 
2,698 

7,622 

8,141 

6,147 

40,582 

3,633 

9,690 

3,674 

23,585 


8,028 
84 

61 
63 
2,431 
774 
3,023 
143 
1,449 


21,534 
2,307 
861 
17,571 
321 
474 


38 
453 
31 21 
U U 
13 U 


1,168 1,146 
81 86 


on 
Onno an 
NM w oO Un > — 
YP NOANW OAM L— , 


‘= 
4.1 / 


w 
Ww 
=B 


oy) 
© 


16 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Haemophilus influenzae, \nvasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 


Cum. Cum Cum Cum Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 


























2001 2002 2001 2002 2001 
ED STATE 8g 186 4 24 6.40 Sa 5 166 5 485 1.936 3.115 


n Ay oR ANT 
YEW ENGLAN 


19¢ 
AINE 


Calif 
Alaska 
nawa 


Guam 

PR 

VI 

Amer. Samoa 


C.N.M.1 U 





N: Not notifiable U: Unavailable 
" Incidence data for reporting year 2001 and 2002 are 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Measles 

Legionellosis Listeriosis Lyme Disease Malari Total 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2002 
UNITED STATES 762 11,133 12,094 


NEW ENGLAND 66 3,301 3,517 

Maine 2 53 - 

N.H 4 193 70 
Vt 28 26 
Mass 23 941 
RI 1 261 
Conn 8 827 
MID. ATLANTIC 359 
Upstate N.Y 64 853 
41 109 
578 
819 
68 
50 
18 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Meningococcal 

Disease Mumps Pertussis Rabies, Animal 
Cum Cum. Cum. Cum. Cum. . Cum. Cum. 
Reporting Area 2002 




















2001 2001 2002 2002 2001 


) STATES 323 83% 0 84 5,616 d 4.689 5,662 


Amer. Sam 
C.N.M 





N: Not notifiable Jnavailable © reported cases 


* incidence datz f reporting year 2001 and 2002 ar rovisional and cumulative (year-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Rubella 

Rocky Mountain Congenital 

Spotted Fever Rubella Salmonellosis 

Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 
UNITED STATES 735 468 
NEW ENGLAND 3 
Maine ? 
N.H - 1 
Vt - - 
Mass 
R.| 
Conn 
MID. ATLANTIC 
Upstate N.Y 
































29,496 30,538 
1,686 1,957 
112 151 
107 143 
65 66 
941 124 
126 107 
335 366 
3,624 059 
195 920 
016 024 
512 980 
901 1,135 
056 020 
093 
353 
248 
686 
676 


1,999 
453 


E.N. CENTRAL 
Ohio 

Ind 

il 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 390 
Mo 674 
N. Dak - - - - - : 25 
S. Dak 1 y - - - - 88 
Nebr 126 
Kans 


243 
S. ATLANTIC 7,941 
Del 
Md 


MP 


Oo 


W.S. CENTRAL 
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La 
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Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Ww 


5 
7 
9 
4 
2 
2 
64 
13 
13 
4 
5 
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ae) 


Guam 

PR 

V1 

Amer. Samoa U 
C.N.M.1 - U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 


(40th Week)* 





Reporting Area 


Shigellosis 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 


Streptococcus pneumoniae, 
invasive (<5 Years) 








Cum 
2001 





Cum. Cum. 





2002 2001 





Cum. Cum. 





Cum. Cum. 





PR 

v1 

Amer. Samoa 
C.N.M 


N: Not notifiable U: Unavailable 


14 
4.389 


2002 2001 


4 ROL 1190 


2002 2001 





* Incidence data for 


reporting year 2001 and 200 


oO reported cases 


yrovisionai and Cumulative (year-to-date) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 5, 2002, and October 6, 2001 
(40th Week)* 





Syphilis Typhoid 
Primary & Secondary enital Tuberculosis Fever 
Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 
UNITED STATES 4,746 4,578 8,819 
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TABLE lil. Deaths in 122 U.S. cities,“ week ending October 5, 2002 (40th Week) 
All Causes, By Age (Years) 
T 





All Causes, By Age (Years) 











n = AN 








All P&l' | 
Reporting Area Ages >65 45-64 | 25-44 1-24] <1 | Total Reporting Area | 265 


€ 2¢ S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 





) R89 € 


45-64 | 25-44 | 1-24 


386 56 


16 


acoms 


TOTAL 








the United States, most of which have popu . >100,000. A death is rep by the place of its 
Fetal deaths are not included 


ty, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
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(Continued from page 908) 


violence, sexual violence, suicide, youth violence, and collec- 
tive violence (i.e., primarily armed conflict within and 
between states and the complex emergencies that result from 
such conflicts). 

Additional information about child maltreatment, intimate 
partner violence, sexual violence, suicide, and youth violence 
risk factors, prevention, and new research is available at 
http://www.cdc.gov/ncipce. 

References 
1. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano R. World report on 


violence and health. Geneva, Switzerland: World Health Organization, 
2002. 


2. CDC. Web-based injury statistics query and reporting system. Avail- 


able at http: www.cdc.gov/ncipc/wisgars 


Erratum: Vol. 51, No. 39 


In the article, “Increase in African Immigrants and Refu- 
gees with Tuberculosis—Seattle-King County, Washington, 
1998-2001,” on page 883, the data for the community-based 
TB prevention project of Seattle-King County Public Health 
were incorrectly attributed to the Institute of Medicine 
Report on TB (reference 6). The data were contributed 


directly from the Seattle TB prevention project. 
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